In this article we describe the capsular flap for covering the posterior surface of cartilaginous framework in ear reconstruction. This technique has not been previously described in the published literature.
Introduction
In acquired auricular defects, cartilaginous framework formed by autogenous rib cartilage grafts should be covered by non-hair-bearing, thin, well-vascularized skin. 1 The skin in the mastoid region is appropriate but not sufficient to cover the whole area of the cartilaginous framework. Tissue expander is an effective tool to increase thin, well-vascularized and non-hair-bearing skin in the mastoid region. The expanded skin flap covers the whole anterior surface and superior part of the cartilage framework, but it is not adequate for the remainder. Various methods have been utilized to cover the posterior surface of cartilage framework such as the temporal fascia flap and retroauricular fascia flap. [2] [3] [4] [5] Capsular tissue formed by tissue expander is a viable hinge flap that has a good and adequate vascularity for accepting a split-thickness skin graft.
We recommended that capsular tissue can be used as a capsular flap to cover the posterior surface of cartilaginous framework in a single stage procedure.
Case report
The patient was a 16-year-old male who had an auricular helical defect due to third-degree burns as a result of a gas cylinder explosion. A two-stage procedure was planned. In the first stage, a remote incision in the temporal area was made and a subcutaneous pocket was created in the mastoid region. A 100-ml, crescent-shaped expander was inserted.
In the second stage, 2 months after expander implantation, we used fifth and sixth rib cartilages fixed with stainless steel wires to form helix and crus helicis. An incision was made 3 to 5 mm posterior to the hairline and parallel to the tissue expander; the expanded skin flap in the mastoid area was used for the anterior surface of the cartilaginous framework. Capsule tissue beneath the skin flap was dissected carefully and used as a hinge flap to cover the posterior surface of the cartilaginous framework, which was positioned between the expander skin and capsule flap. A split-thickness scalp skin graft was used for the smooth surface of the capsule flap and subsequent wound surface. A suction drain was inserted between the skin flap and the cartilage, and a tie-over dressing was applied to the split-thickness skin graft (figures 1-6).
Complications related to the tissue expander, such as infection, hematoma, exposure and dehiscence of the incision, were not observed in our case. During the follow-up of the patient, there was complete take of the skin graft, and neither skin nor capsule flap necrosis was noted.
Discussion
Ear reconstruction represents one of the most demanding challenges in reconstructive surgery. Skin which will be used to cover the cartilaginous framework should be thin, hairless, and have a good color match. Tissue expander offers proper and additional skin. Dashan et al 2 and Park 3 reported excellent results. Utilization of a 50-ml, crescent-shaped expander has usually been reported in the literature. 3, 4 However, we preferred 100 ml due to the patient's low-lying hairline and limited retroauricular skin. Using a capsUle flap for the reconstrUction of a partial aUricUlar defect Our second objective was to achieve a sufficient amount of skin to create the auriculocephalic sulcus in the same procedure in which the cartilage frame is inserted. Temporoparietal fascial flap or retroauricular fascia flap as a two-flap technique was used. 5 Capsular tissue has recently been shown to develop its own unique blood supply. Flaps of isolated expanded capsule tissue survive and provide enough inherent vascularity to support a split-thickness skin graft. 6, 7 Maghari et al 8 used a capsule flap for coverage of a large lower-extremity soft-tissue defect.
One of the main objections to tissue expansion in the literature is that the skin and capsule are so thick and mask details of the cartilage framework. Hence some authors leave the capsule while others excise it. 9 Removal of the capsule has not compromised the vascularity of the expanded tissue because of its own unique blood supply. 10 The usage of the capsule tissue as a hinge flap to cover the posterior surface of the cartilagenous framework and auriculocephalic sulcus avoids the use of temporoparietal or retroauriculer fascia flaps.
To our knowledge, this is an original technique and first clinical report for ear reconstruction. This technique will be also used in total ear reconstruction and microtia. 
